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Health Departments and Health Service Authorities
While health departments and health service authorities have an obvious need to make use of information from general practice they have an equally important function in collecting it or facilitating its collection and seeing that it is made available to others working in the health services and related fields. This paper surveys this information.
The following people and authorities collect information: practitioners; family practitioner committees; area and regional health authorities; local authority social service departments; central departments -Department of Health and Social Security (DHSS) It is obvious that this information relates directly to payments made to general practitioners; money is of course our main measure of resources and in the early days of the National Health Service (NHS) the information collected about family practitioner services was related to the need to calculate accurately the pay of those providing these services. To this day information of this kind remains much the most accurate and comprehensive available to us and it is a useful spin-off from the more complicated system of payment for family doctors which resulted from the Charter negotiations ten years ago that the range of information needed to implement it is very much wider than in the earlier days. This information is not only of value for calculating remuneration; community physicians can also avail themselves of it and much of it is passed routinely to DHSS headquarters where it is collated and a good deal of it appears in their annual publication ' The sort of information studied in attempting to forecast the effect on general practice manpower of introducing mandatory vocational training is summarized in Fig 1. Although the number of trainee practitioners in post last year was already approaching the total number of new entrants into general practice, the latter showed a fall for the first time since 1971, so there is no room for complacency. A detailed breakdown of various characteristics of these doctors is being prepared which it is hoped will give clues as to the significance of this fall and whether any action -and if so what -is needed to prevent it continuing. Tables are also published to show the regional distribution of general practitioners and their average list sizes. Although some progress has been made in reducing regional differences between average list sizes, Yorkshire and Humberside region in 1974 still had 21 % of its practitioners with lists of 3000 and over.
The University of Kent at Canterbury undertook Table 1 Trend in the number of general medical practitioners in England, 1965 -1974 (DHSS 1975a Table 2 a detailed study of manpower distribution, the result of which was published three years ago (Butler et al. 1973 Table 2 is an example of the kind of information for which we have to turn to ad hoc studies.
Births, deaths and notified infectious diseases are equally the concern of the OPCS and I now turn to information directly collected by central bodies.
General Household Survey
Statistical information published by OPCS was reviewed comprehensively in Health Trends in May 1976. Analyses of causes of death rely heavily on certificates signed by general practitioners, but in this paper particular attention is paid to the General Household Survey because it has produced a lot of information about both morbidity and consultation patterns which although not gathered from general practitioners would be of interest to many if they realized that it was there. It has also provided a useful cross-check on the validity of the National Morbidity Survey of 1970-71.
The General Household Survey is carried out by interview with some 15 000 households, carefully selected to provide a valid sample; in the health section the range of questions varies somewhat from year to year but includes consultations with general practitioners during a two-week reference period. Table 4 is an extrapolation from the 1971 figures; the overall consultation rate of 3.7 per person per year is slightly higher than that of 3.01 found in the second National Morbidity Survey. The population in the morbidity surveys may have been less representative although the age distribution in the two surveys matches well. Questions in the General Household Survey also related to medicine-taking, smoking, experience of longstanding illness, disability or infirmity and of acute illness during the two-week reference period.
The replies are analysed by diagnosis, age group, social class and other factors including marital status. One example of conclusions which have emerged is confirmation of the evidence of some individual studies, that widowed and divorced people suffer above average morbidity. This is shown not only by their experience of illness and disability but by the frequency with which they consult their general practitioners (Tables 5 & 6 ).
Drugs and Therapeutics
A very important group of statistics prepared for the DHSS refer to prescribing by general practitioners. Health and personal social services statistics include detailed analyses of the number and cost of prescriptions both by therapeutic groups and regions; the basic information is supplied by the Prescription Pricing Authority for England. There are considerable differences between regions as well as between individual practices and with so much information it is perhaps surprising that it is so difficult to make any effective use of it to influence prescribing patterns. The DHSS prepares detailed analysis of the prescribing over a single month each year of all practices whose cost per patient on list is more than 25 % above the average for the area; this is then discussed with the doctors by a member of the regional medical service. As only the prescriber himself can alter his pattern he is obviously the person who really needs the information. To many family doctors the subject is an emotive one which perhaps is one reason which has made constructive discussion with the profession difficult. We have now reached agreement on a pilot exercise in four areas to feed back detailed information about the prescribing of certain groups of drugs by all general practitioners together with therapeutic information about the drugs concerned. Cost will not be mentioned and Table 6 Persons consulting general practitioners (NHS) in a two-week reference period in England & Wales 1972 (OPCS 1975 No. consulting GPs in two-week period (per cent) (Table 7) . Table 9 is an analysis of certified causes of incapacity, which shows the increase to be mainly concentrated in trauma, diseases of the circulatory 
